Britain the NHS has a monopoly of medical care and many doctors are individual monopoly providers of it. In an ideal society the patient and the doctor, both supplied with the latest knowledge, discuss the possibilities and either agree-in which case the agreed treatment is given-or disagree, in which case the patient goes out to find another doctor. Here in Britain, however, often there is no other doctor, and conflict is inevitable. This is seen in the angry protests by women who want to have their babies at home but cannot find an obstetrician to go along with their wishes; and in the most extreme example the conflict between patients' expectations and doctors' judgments has led to the growth of a private sector to provide termination of pregnancy outside the NHS.
We are not arguing that every patient must accept his or her doctor's advice uncritically; but doctors will object to the DHSS telling their patients what that advice should be. There is an important difference between patients being encouraged by the DHSS to be vaccinated or to stop smoking and the Department's attempting to give more detailed advice on the treatment or prevention of illness. Doctors are not technicians paid by the NHS to hand out treatment decided by expert committees: they are professionals who are trained to make an assessment in an individual case-advice that the patient should then be free to accept or reject. The first essential towards the diagnosis must be a detailed history. In a young child a faint would be rare. In an older child fainting is usually due to prolonged standing, as in school assembly, or a sudden change in posture. A family history of fits, or the loss of consciousness with convulsive movements, may suggest epilepsy. Vestibular neuronitis occurs usually a few days after an upper respiratory tract infection, with recurring attacks of vertigo without abnormal neurological signs, but with abnormal labyrinthine responses to hot and cold; it may be difficult to distinguish from other causes of sudden vertigo. Epidemic vertigo is also thought to be due to a virus: there is a sudden onset with nausea and vomiting, lasting a few days, often with nystagmus and diplopia, and the illness may infect others. In the "acute cerebellar syndrome," described by Blau and Sheehan2 in children aged 1-4 years, symptoms occur 7 to 10 days after an upper respiratory tract infection, with acute ataxia and vertigo reaching a maximum in 24 to 72 hours, and recovery in days or weeks; the cerebrospinal fluid is usually normal. This too is thought to be due to a viral infection. Vertigo is a feature of labyrinthitis when this is a rare complication of mumps.
Benign paroxysmal vertigo3 4 iS important because it may readily be confused with epilepsy, but a distinguishing feature is the absence of loss of consciousness. It occurs especially in children aged 1-3 years; there are multiple brief episodes, lasting up to 30 seconds, of sudden onset without warning, in which the child cries for help, is terrified and ataxic or falls or clings to his mother, may sweat, may vomit, may have nystagmus, and is normal after the attack. Attacks recur in days or weeks; there are commonly one to four attacks a month; they cease in four months to four years. The cerebrospinal fluid is normal, but there is an abnormal response to the caloric stimulation test.5
Vertigo may be a symptom of hypoglycaemia or a premonitory symptom of an attack of migraine. It may be an early symptom of multiple sclerosis in children. Eviatar, L, and Eviatar, A, Pediatrics, 1977, 59, 833. 2 Blau, M E, and Sheehan, J C, Neurology, 1958 , 8, 538. 3Koenigsberger, M R, et al, Neurology, 1970 , 20, 1108 4Dunn, D W, and Snyder, H, American J7ournal of Diseases of Children, 1976 Children, , 130, 1099 Rabe, E F, Current Problems in Pediatrics, 1974, 4, 3. 6 Molteni, R A, American Journal of Diseases of Children, 1977, 131, 553. Thyroid disease and asthma From time to time a link has been noticed between thyroid disease and asthma amounting to more than a chance association. The most frequent reports have been of worsening of established asthma with the onset of hyperthyroidism, with subsequent improvement of the asthma when the euthyroid state is restored.14 The development of hypothyroidism may also result in improvement of coexistent asthma, which again becomes more resistant to treatment once effective thyroid replacement treatment has been given.4
Most asthmatics affected by thyroid disease developed their respiratory symptoms in adult life, and both atopic and nonatopic patients may be affected. At one time atopic individuals were thought to show an increased incidence of hypothyroidism compared with normal people,5 but this belief was not confirmed by a controlled study.6
The nature of the biochemical link between asthma and thyroid disease remains obscure despite several possible mechanisms having been suggested. Thyroid hormones influence the concentration of intracellular cyclic adenosine 3'5'-monophosphate (cyclic AMP) and plasma catecholamine concentrations. Both sympathetic nervous activity and corticosteroid metabolism may also be affected in thyroid disease, and production of intracellular adenosine triphosphate (ATP) may be impaired in hyperthyroidism.7 Thyroxine increases the synthesis of adenyl cyclase, which would tend to increase the production of cyclic AMP from ATP.8 Settipane et al3 suggested that these effects of thyroxine might result in an overall decrease in cyclic AMP and so accentuate the defective adenyl cyclase activity reported in asthma.9 10 More recently it has been shown in practice that tissue and plasma concentrations of cyclic AMP are higher than normal in hyperthyroidism and are unaffected in hypothyroidism."1 Tissue responsiveness to catecholamines is increased by thyroid hormones and hyperthyroid patients are more sensitive than usual to catecholamines.12 In theory this should benefit patients with coexistent asthma, but in fact asthmatics tend to have worsening of their symptoms and increased side effects from sympathomimetic drugs at the onset of hyperthyroidism.3 The evidence on sympathetic nervous activity in thyroid disease is conflicting. Plasma catecholamine concentrations have been reported as reduced in hyperthyroidism,'3 but other studies have shown no significant changes in plasma adrenaline. Plasma noradrenaline concentrations, however, are normal in hyperthyroidism but raised in hypothyroidism, perhaps in an attempt to compensate for lack of thyroid hormone.14 Dopamine-f-hydroxylase (DBH), an enzyme catalysing the conversion of dopamine to noradrenaline, is decreased in hyperthyroidism but rises to normal with treatment15; and as DBH is derived mainly from sympathetic nerve endings without reuptake it is thought to be an accurate indicator of sympathetic nervous activity.
Thyroxine increases the conversion of hydrocortisone to its inactive 11-ketone metabolites and the rate of steroid reduction in the liver. In hyperthyroidism urinary excretion ofconjugated steroid metabolites is increased but free cortisol concentrations in the plasma are reduced.16 The reverse effects are present in hypothyroidism. The onset of hyperthyroidism has certainly been found to increase the steroid requirements for treatment of established asthma.3
So possibly more than one of these mechanisms may be implicated in the effects of thyroid disease on coexistent asthma, but the effects on corticosteroid metabolism seem most likely to be relevant. Though hypothyroidism may be associated with some improvement in asthma, it would be inadvisable for the doctor to try to control asthma in patients with thyroid disease by deliberately producing hypothyroidism. Instead he should aim at restoring the euthyroid state with minimal treatment while controlling the asthma with the appropriate drugs.
Research priorities
Six years after Lord Rothschild first made a casel 2 for the Government's commissioning research on a customercontractor basis the implications of his proposals are still being argued. He recommended a clearer separation of biomedical research (intended to increase knowledge) and health service research (intended to solve practical problems), and criticised the way that the Medical Research Council had financed work that "had and has no customer to commission and approve it." No matter how distinguished or intelligent scientists might be, said Rothschild, they could not be so well qualified to decide the nation's priorities for research expenditure.
Returning to this theme in his Rock Carling lecture,3 Sir Andrew Watt Kay set out his considered objections to the Rothschild concept. It might be easy, he said, to obtain more applied science in areas such as defence, but it was naive to believe that the same was true of biology and medicine; and he questioned whether the development of applied research should or could be speeded up by the injection of more money or new management.
Medicine differed from industry in one important way, said Sir Andrew. Much new knowledge and new technology tended to increase costs rather than reduce them. The practical import of any new discovery depended on the technological level at which it was made.4 High technology medicine implied understanding of the causation of a disease or at least identification of a specific remedy-antibiotics for bacterial infections, the prevention of rhesus haemolytic disease, the treatment of endocrine disorders with replacement hormones -and was characteristically easy to deliver, simple, and cheap. Here he disagreed with Professor McKeown5 6; Sir Andrew believed that the turn of the century would see a great increase in such specific remedies.
Halfway technology medicine, in contrast, included the whole range of treatments given with varying success to minimise disability and suffering from diseases about which there was still insufficient knowledge. Replacement of diseased organs by transplants and prostheses, and operations to improve the blood supply to the heart affected by coronary artery disease, were obvious examples of the enormous costs of such an approach-and there were equally difficult problems of distribution and priority.
The third level of technology was the substitute used by the medical profession when there was no means of altering the
